Short Papers [Abstracts]
Anorectal Venereal Disease by Surgeon Commander B C Morson VRD DM MCPath RNR (St Mark's Hospital, London) Venereal disease seen in the out-patients department at St Mark's Hospital is almost always a homosexual infection. The patients concerned come to the hospital not because they or their general practitioners thought they had venereal disease, but simply because of their anorectal symptoms or the presence of an unusual anal lesion.
Anal syphilis: The primary lesion of anal syphilis can easily be confused with anal lesions due to other causes, in particular simple anal fissure. The clinical distinction from epithelioma, the anal lesions of Crohn's disease and tuberculous ulcer, can also be difficult. It must be remembered that the clinical appearance of primary syphilis of the anus more often resembles one of the above, particularly fissure-in-ano, than the typical penile type of sore. The incidence of primary syphilitic lesions at St Mark's has been recorded previously (Hollings 1961) .
The diagnosis by dark-ground examination is exactly the same as for a penile sore. However, there is one difficulty in the examination of anal lesions. It is important to ask the attending surgeon if the patient has had any examination of the anus and whether any lubricant was used. If the ulcer has been covered with even the smallest quantity of lubricant, examination of material from its surface is a waste of time. It never seems possible to wipe it all off and get a suitable preparation of serum rather than oil to examine under the microscope. Even the gentlest wiping is often painful for the patient. Moreover the ulcer readily bleeds and blood makes the detection of spirochoetes impossible. If an anal lesion gives rise to suspicion of primary syphilis the surface of the 12 ulcer must not be exposed to any lubricant until the dark-ground examination has been completed. Another cause of difficulty is the recent application of antiseptic or antibiotic ointments.
Gonorrhea should be considered in the differential diagnosis of proctitis, and of course affected patients may not be obvious homosexuals. The diagnosis is made by direct smear and Gram stain of pus from the mucosal surface of the rectum. In female patients gonococci can be found in the rectum in association with a urogenital tract infection in 30% of all cases (Barthelemy 1920 , Nicol 1948 ). This is due to spread of the disease from the vagina and not to unnatural sexual practices. In men, however, gonococcal proctitis is invariably due to a homosexual relationship. We have recently seen two cases of gonococcal proctitis, both florid examples of homosexual infection, at St Mark's Hospital. Both were males, both admitted to homosexual escapades, but neither had any evidence of urethral infection.
Lymphogranuloma venereum: Two patients have been seen at St Mark's with squamous cell carcinoma arising in longstanding stricture of the rectum due to lymphogranuloma venereum.
Examination of the surgical specimens showed characteristic appearances. The squamous cell carcinoma involved about two-thirds of the rectum with the lower limit of growth lying just above the dentate line. This extensive involvement of the rectal mucosa by squamous cell carcinoma was seen in a third specimen recently. The appearances were so similar to the two previous ones that a complement fixation test was requested. This was reported as strongly positive.
The chronic rectal strictures of lymphogranuloma venereum are usually smooth and submucous. There is some evidence from these three cases with superimposed carcinoma to suggest that the onset of mucosal ulceration may be a sign of malignant change.
Granuloma venereum, which is not to be confused with lymphogranuloma inguinale, is a venereal disease characterized by a slowly progressive ulceration of the tissues in the genital region. It is widespread in the tropics but very rare in Great Britain. Donovan (1905) described intracellular bodies in smears from the ulcerated lesions. Bergey (1957) regards them as relatives of the pasteurella.
The patient seen at St Mark's was a 23-year-old man recently arrived from British Guiana. He had an indurated ulcer of the anal region about 1 5 in. diameter with a small satellite ulcer on the opposite side of the anus. The lesion was thought to be an epithelioma, but biopsy showed chronic inflammatory changes only. The lesion was excised and at the suggestion of Dr Nicol a search was made for Donovan bodies. These were found in small numbers mostly on the surface area of the lesion after staining with Leishman's.
Heat Exhaustion and Heat Stroke by Colonel Eustace Shipman TD MRCS LRCP
Clinical observation, both objective and subjective, indicates that heat exhaustion and heat stroke are one and the same syndrome, and that exhaustion passes into stroke when perspiration ceases.
Sweating stops when the sudomotor nucleus of the sympathetic system in the hypothalamus fails. This is followed by rete'ntion of body heat, producing hyperpyrexia.
The effect of prolonged hyperpyrexia is coagulation of the cytoplasm of brain cells, so that recovery, if it occurs, leaves the victim more or less decerebrate.
Traditionally the failure of the sudomotor nucleus was thought to be due to sodium chloride deficiency.
Experience of 400 cases of heat stroke indicated that other factors were partly responsible; and it is suggested that potassium chloride and calcium salts were also deficient. Replacement by half-strength modified Ringer-Locke solution by mouth in heat exhaustion, or by full-strength solution intravenously in heat stroke, was effective in the Allahabad epidemic of 1942; and intravenous calcium gluconate immediately controlled the tetany-like muscular cramps.
Heat-stroke is preventable. If the wet-bulb thermometer registers 28.30 C (830 F) or over, heavy work must be prohibited. Ample water already containing the necessary mineral salts must be the only potable fluid available. And the diluted urine of all personnel who are 'off colour' must be tested for the presence of chlorides, and appropriate steps taken if they are absent. (St Thomas' Hospital, London) The experience of Colonel L W Harrison in the RAMC during the 1914-18 war was invaluable to him in the organization of the Venereal Diseases Services in this country in the interwar years. In the 1939-45 war most soldiers suffering from these diseases were still treated in general hospitals and a high standard of medical care was achieved under the able direction of Brigadier T E Osmond. Many specialists including women were trained and important research was carried out, particularly under Lieutenant Colonel A J King at Netley and later at Westbury Military Hospitals.' Special Treatment Centres were also organized in all the overseas theatres of war. Many NCOs in both wars obtained their Special Treatment Orderly (STO) qualifications and were invaluable later as male nurses in the peace time clinics.
Queen Alexandra's Royal Army Nursing Corps (QARANC) Sisters nursed venereal disease patients for the first time in the Hyperthermy Unit at Netley.
After demobilization of the Forces in 1946 the civilian VD service could not have been maintained without recruitment from these various sources within the Army.
Since the last war there has been a considerable run-down in the VD services in the Army, but the main centre at the Royal Herbert Hospital at Woolwich has maintained a high standard under the direction of Colonel Basil Levy.
Perhaps the time has now come to consider how the diagnosis and treatment of Army personnel suffering from venereal diseases might best be organized in any future military campaign.
The Field Dressing Station (FDS) in the Combat Zone would function as the forward VD centre. A venereologist (specialist or graded specialist) and special treatment assistant (STA) would be attached to the FDS.
